Introduction
Abdominal pain corresponds to up to 10% of all presentations to the emergency department. The range of differential diagnosis is broad and some of the most challenging patients to evaluate are elderly individuals (1) . In this context, the clinical presentation of spontaneous intracerebral hemorrhages (ICH) varies and may be atypical depending upon the location of the haemorrhage (2) . However, to the author's knowledge, ICH in the parietal lobe presenting with crampy abdominal pain and vomiting has not been reported yet. Hereinafter, we report a case of an elderly woman who had abdominal pain and vomiting probably secondary to parietal hemorrhagic infarction.
Case Report
A 69-year-old female was admitted to our emergency department due to diffuse crampy abdominal pain, nausea, and vomiting with one day of onset. Her medical history included hypertension and no prior abdominal or pelvic surgery. On physical exam, her abdomen was soft, nondistended, and mildly tender to palpation in all quadrants. Her vital signs (blood pressure, heart rate, respiratory rate, temperature) were normal and stable. Laboratory blood tests and urinalysis were within normal limits. A computed tomography of the abdomen was unremarkable.
On day two of hospital admission, she persisted with the clinical manifestations and started to present an acute confusional state. Her vital signs were stable and arterial blood gas, lactate, and electrolytes were within normal limits. Her neurological examination showed a pupillary hippus. A cranial CT scan showed left parietal hemorrhage and no signs of intracranial hypertension ( Figure 1) . A loading dose of phenytoin 15mg/Kg was started. Full recovery of clinical symptoms was achieved. On the following days, she had good acceptance of oral diet and was discharged to home with phenytoin 100mg 3 times daily.
Discussion
The examination of the abdomen is subjective. Particularly in elderly individuals, who often tolerate pain at greater degrees and seek medical care with delay, the abdominal exam may not be helpful in identifying life-threatening conditions and early signs of adverse outcomes in abdominal pain. Therefore, careful examination of the other systems may offer valuable addiKeywords: Parietal lobe, Stroke, Abdominal Pain.
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Age and hypertension are the main risk factor for spontaneous ICH. About one-half of the subjects present with headache and vomiting (2) . Nevertheless, to the author's knowledge, spontaneous ICH presenting with cramping abdominal pain and vomiting was not reported until the present moment.
A prospective study that analyzed 63 subjects with ICH who underwent continuous electroencephalogram monitoring found that, within three days of the hemorrhage, 30% of the patients presented seizures, which were nonconvulsive in most of the cases (3).
In this way, we hypothesize that seizure activity is involved in the atypical clinical presentation of the parietal hemorrhage seen in this case. In previous studies, it has been suggested that brain hemorrhage may predispose to the occurrence of a pro-epileptogenic foci, which could lead to seizure activity. Therefore, the clinical manifestations found in our patient, such as symptoms of crampy abdominal pain, nausea, vomiting, and the hippus finding could correspond to a seizure. Those symptoms have already been reported with seizure activity in the parietal lobe. In addition, the full recovery after the loading dose of phenytoin supports this hypothesis (4-6). However, one limitation of the reported case is the fact that the subject was not continuously monitored with an electroencephalogram.
In this case, the diagnosis was challenging due to the initial manifestation of acute abdominal pain with the absence of headache. A throughout review of systems and physical examination provided an essential clue to the diagnosis since the identification of the continuous oscillation of the pupillary diameter in the absence of light flux variations or other external stimuli (also known as hippus) prompted the cranial CT scan. Hippus is often a normal finding, but it could occur in pathologic conditions (4) .
